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No effort will be made to determine the ultimate fate of 
the class of cases dealt with in this paper, its object being to 
indicate what the author has found clinically the best practice 
when an operation has, for adequate reasons, been decided 
upon, and the various expedients at our disposal when dealing 
with complications. 

I shall deal with certain conditions and illustrate them 
practically, not theoretically, by briefly rehearsing the history 
of an appropriate case, with some comments on technique. 

I shall sedulously endeavor to omit all non-essential de¬ 
tails, only emphasizing such points in the history of my cases, 
or the operative technique, as exemplify the facts upon which 
I desire to lay stress, which in brief are: (i) What can and 

should be done in certain classes of cases; (2) Why that 
which is most desirable in theory is sometimes both inexpedient 
and impracticable as a primary measure, although it can be 
resorted to successfully later; and (3) how purely palliative 
operations, under certain circumstances, will secure safely all 
the benefits that a more dangerous radical procedure offers. 

My first contention is that there are a certain number of 
the most desperate cases of perforative peritonitis of appendicial 
origin which can be saved for later radical procedures, pro¬ 
vided much operative interference is avoided at the outset. 
How often have I regretted an exhaustive search for a per¬ 
foration in cases where my surgical instinct should have taught 

1 Read in its present form before the Saginaw County Medical Society, 
Michigan, December 5, 1905. 
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me to simply drain, giving a possible chance for a late opera¬ 
tion, instead of preventing any possibility of a late intervention 
by killing my patient in attempting to do an ideally complete 
operation. It is because it is so much harder to decide when 
not to do a given thing than when to do its opposite, that many 
of our operations fail to do any of the good that they are 
capable of effecting. 

Case I.—The patient, C. B., aged 20 years, was 
admitted to the University Hospital October 22, 1903, on the 
21st day of an attack of appendicitis, with what appeared to be 
generalized peritonitis. The boy was in such a desperate con¬ 
dition it seemed hardly proper to intervene, but a rapid draining 
operation was decided upon and the usual oblique incision on 
the right side gave vent to large quantities of free pus intermixed 
with gas bubbles. My assistant made a corresponding opening 
on the left side and a stab wound in the same loin posteriorly, 
while I duplicated this on the right side. The bowel beneath my 
first wound was apparently gangrenous. The whole abdomen 
seemed to be full of pus, and was flushed out with many gallons 
of hot salt solution, and rubber-tube drains were passed through 
all four openings, with an additional cigarette drain placed in the 
deep pelvis, and a strip of iodoform gauze carried up to the under 
surface of the liver. These last two drains were removed in 
forty-eight hours, when all four openings gave exit to fecal 
matter. After a hard struggle the boy recovered enough to be 
walking about the wards, but the fecal fistula would not close. 
Accordingly on January 22, 1904, the abdomen was entered and 
the adherent margins of the opening into the bowel were separated 
from the abdominal parietes. In separating some adherent loops 
of small bowel three perforations were made, two of which were 
at once closed by a double row of sutures, one including all the 
coats, the others being seromuscular. The third perforation was 
just below the ileocrccal valve, the large opening into the colon 
being just above the valve, leaving only a bridge of tissue be¬ 
tween. I therefore resected a V-shaped portion of the colon and 
ileum, including the ileocaecal valve, and united the cut edges 
transversely by a row of through-and-through stitches, which 
were then buried by interrupted seromuscular sutures, reinforcing 
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the anastomosis by lightly catching the omentum down over it 
by a few stitches. After a rather serious course he convalesced, 
leaving the hospital March 7, 1904, well. 

A search for the opening or openings at the first operation 
would undoubtedly have killed this lad. Still further, could 
the gangrenous areas of bowel have been quickly and easily 
reached, no stitches would have held, extensive resection would 
have become requisite, and the patient, I am confident, could 
not have survived any such procedure; hut by free drainage 
and irrigation he was preserved for a successful secondary 
resection. 

The second case which I shall quote is one which probably 
will be claimed by some to also show how previous chronic 
lesions, such as old ulcers of the gastro-intestinal tract, fre¬ 
quently serve as starting points for malignant disease. This 
case also shows that even the experienced practitioner, still 
more the tyro, should carefully consider all possibilities in 
every case of trouble located in the right iliac fossa, and not 
off-hand decide that every patient suffering from pain and 
a mass in this region has appendicitis. 

Case II.—C. W. B., aged 65 years. Entered the 
University Hospital March 15, 1904. His history in brief 
was, that he had had pain in the appendicular region with a 
tender mass detectable by palpation just outside the crest of the 
ilium. This mass was dull on percussion, smooth, somewhat mov¬ 
able and was said to disappear at times, by which was probably 
meant that difficulty was experienced in recognizing it, owing to 
its change of position from distention of the bowels with flatus and 
the consequent increased rigidity of the abdominal muscles, which 
were always somewhat tense. He had had two alleged attacks 
of typhoid fever when serving in the army during the Civil War; 
diarrhoea, lasting three or four months, followed each attack, 
succeeded by pronounced constipation, which latter symptom per¬ 
sisted up to the time of onset of the present trouble. This'was 
sudden, consisting in a severe attack of pain in November, 1902. 
This lasted but a few hours, but in February, 1903, another 
more severe attack occurred, a small tumor being detected by 
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his physician the next day. Neither fever nor vomiting ever 
occurred during these or the subsequent attacks, which were 
frequent, but during the intervals some pain and the tumor 
persisted. In May, 1903, a severe attack of pain led his physician 
to prepare him for an appendectomy, but rapid improvement led 
to postponement of any operative interference. His old constipa¬ 
tion gradually increased, but there has never been any pronounced 
symptoms of obstruction, unless the paroxysms of pain resulted 
from interference with the free passage of flatus and feces. 
Since the latter part of December, 1903, the right-sided pain 
has been worse and interfered with his sleep. A diagnosis of 
carcinoma of the c cecum was made, founded chiefly on the pres¬ 
ence of a steadily enlarging but movable tumor unattended by 
fever, and the symptoms of what was believed to be partial 
obstruction. March 21, 1904, by an incision parallel with the 
right rectus muscle, after an exceedingly difficult operation of 
over two hours’ duration, the caput coli, the ascending colon and 
some inches of the ileum with numerous mesentric lymph-glands 
and much infiltrated mesentery were removed, and the cut ends 
of the intestines were united by several rows of interrupted silk 
sutures, the first including all the coats of the bowel, the others 
being seromuscular. The omentum was brought over the line 
of suturing and a cigarette drain introduced. Despite the forma¬ 
tion of a slight fecal fistula, recovery promptly took place, the 
patient leaving the hospital May 24, the wound soundly healed; 
when last heard from he considered himself well. The technique 
in this and the succeeding operations being in no way peculiar, 
the details are omitted. 

The next four cases present certain features in common 
to which I would call attention. There were widespread 
adhesions between the neoplasm and other viscera, the cases 
where the bladder was concerned demonstrating its involve¬ 
ment by suggestive symptoms before operation. Adhesions of 
a neoplasm to other organs seem to be at times purely inflam¬ 
matory and do not necessarily mean neoplastic infection, 
although this is too often the case. To properly deal with 
either malignant or tubercular processes within the abdomen 
it is often impossible to avoid superficial or even penetrating 
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damage of the hollow viscera, blit this can be readily repaired 
and should not deter us from radical procedures. Again, the 
admirable advice to resect the mesentery in such a way that 
a well vascularized portion is left projecting beyond the cut 
end of the intestine is often absolutely impossible to follow, 
with the thickened infiltrated mesentery met with in many 
cases. Finally, the end-to-end anastomosis of the small with 
the large intestine often leaks, despite all precautions taken, 
because of the portion of colon often found uncovered by 
peritoneum between the layers of the mesocolon. 

Case III.— Adeno-carcinoma of the transverse colon and sig¬ 
moid. Death. Mrs. L. T., age 56. Health apparently good until 
the last few months, when she experienced pain in the left lower 
abdomen and a physician detected a tumor. Vomiting and 
nausea immediately set in, attributed to medication, with fre¬ 
quent, painful micturition, some incontinence, and the urine was 
“ deep red,” malodorous, a heavy sediment being thrown down. 
The vesical symptoms lasted only two months, producing much 
loss of sleep and flesh, but the urinary symptoms had nearly 
ceased on her admission to the hospital. Omitting details, an 
irregular, freely movable tumor as large as the fist, was made 
out in the left inguinal region, which was not attached to the 
uterus. The proctoscope could be passed up beyond the growth, 
which could be moved over the anterior surface of the instrument. 

November 7, 1904, I delivered through a vertical incision, 
made by splitting the outer portion of the left rectus muscle, 
a mass of intestines and omentum adherent to the bladder, from 
which separation was finally effected without penetration of this 
viscus. A loop of adherent small intestine was slightly torn dur¬ 
ing the separation and was at once repaired by celluloidin thread 
sutures. The tumor was now seen to consist of the splenic 
flexure of the colon, which had become adherent to the sigmoid, 
necessitating the removal of several inches of bowel in both 
localities, as the remains of the sigmoid and transverse colon 
could not have been brought together if the two diseased areas 
had been excised with the intervening ascending colon. The 
union at both points of resection was made end to end by cel¬ 
luloidin thread sutures and proved mechanically competent on the 
post-mortem eight days later, when the bowel at the upper anas- 
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tomosis was found gangrenous and perforated. Several free 
movements of the bowel had been secured before perforation 
took place. 

Unquestionably it would have been much better to have 
made a right-sided colostomy instead of resecting, but so much 
damage had been done while determining the exact condition 
of the parts that resection seemed imperative. If I meet with 
a similar case I shall resect botli diseased areas, make an 
anastomosis at the site of the lower resection, and establish 
a temporary colostomy by securing the ends of the bowel 
resulting from the upper resection in an incision of the abdom¬ 
inal wall. This would probably enable the anastomosis to heal 
securely, while later the colostomy could be safely closed by 
a secondary operation. 

Another common error is to fail to recognize that malig¬ 
nant disease of the bowel does occur with sufficient frequency 
in the young to demand careful consideration when the clinical 
symptoms and signs point in this direction, as is demonstrated 
by Case IV, where the disease probably commenced during the 
latter part of the patient’s eighteenth year. 

Case IV .—Carcinoma of cwcum. Recovery. M. R., aged 
20 years, was admitted to my service May 3, 1905, with a history 
of attacks of sharp pain during the last year located in the um¬ 
bilical region. He was occasionally nauseated and had vomited 
some six times in all. The pain on each occasion lasted only two 
or three hours. He was able to work until three weeks before ad¬ 
mission. Constipation existed, but no pronounced obstructive 
symptoms. Fever was absent. 

A tumor to the right of the umbilicus was detected by my 
assistant, Dr. Darling, who operated at my request and in my 
presence on May 16, 1905, A vertical incision, splitting the 
right rectus muscle, was made from above the umbilicus nearly 
to the pubes. The omentum was adherent to a large mass con¬ 
sisting of small intestine, ca:cum and ascending colon, the mass 
extending well down into the pelvis behind the bladder. After 
clamping, the caput coli, ascending colon and small intestine to 
the extent of thirty-five inches was removed, with the correspond- 
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ing mesentery. A Murphy button reinforced by interrupted silk 
sutures secured an end-to-end anastomosis. Convalescence was 
fairly smooth and the patient left the hospital June 14, 1905, with 
sound healing, but with retention of the button in the sigmoid, 
it was believed, on the evidence of a skiagraph. 

Case V .—Massive tuberculosis of large intestine and ileum. 
Recovery. E. H., aged 39, entered the University Hospital 
May 22, 1905, having first noticed occasional abdominal pain 
late during the summer of 1904, but toward the end of Novem¬ 
ber, 1904, lie was attacked by severe pain in the right inguinal 
region with repeated vomiting. Nothing new was noticed until 
about Christmas time lie had a sharp attack of diarrhoea. On 
January 21, 1905, his physician detected a small tumor which 
could not always be made out, according to patient’s statement, 
but on my examination a large somewhat movable mass was 
detected in the right lower abdomen. May 25, 1905, I delivered 
by an incision splitting the right rectus muscle a series of nodular, 
papillary tumors involving the caput coli and small intestine, 
forming a large adherent mass, with apparently healthy inter¬ 
vening areas of small intestine. The lumen of the colon was 
almost closed, the bowel walls being enormously thickened by 
an infiltration which could only be distinguished from schirrus 
by the microscope; indeed macroscopically, the pathologist 
thought it was scirrhus. The involved areas were removed 
with the corresponding mesentery, comprising the caput coli, 
ascending colon and small intestine, measuring 36% inches. 
A Murphy button was employed for an end-to-end anastomosis, 
reinforced by interrupted celluloidin thread sutures. A fecal fis¬ 
tula formed at the end of about a week but promptly closed, 
leaving however a tubercular fistulous tract which now discharges 
so little as only to require an occasional dressing. He passed the 
button on the 21st day and has recently resumed his work as a 
stationary engineer. 

Case VI .—Carcinoma of the caput coli. Recovery. F. D., 
age 38 years, entered the University Hospital June 3, 1905. In 
February, 1905, he frequently had severe pains, as he described 
it, " in the stomach,” commencing shortly after eating; these 
attacks of pain continued for two weeks, the intensity varying 
from time to time. This pain prevented him from working, but 

26 
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after the lapse of some weeks he became so free from discom¬ 
fort that he resumed work, but in the first week of May, 1905, 
while working he experienced a sudden pain to the right of and 
below the umbilicus, which ceased after a day’s duration, but 
he now detected a swelling in the painful region. Another 
period of freedom from pain obtained until November 28, when 
severe paroxysms recurred, to be repeated on the next day, and 
on May 31st. The patient failed to note any increase in the 
size of the tumor, but it was extremely tender on pressure; there 
had been neither fever, vomiting nor constipation. On June 7 
I opened the abdomen by splitting the right rectus muscle and 
removed nearly all the ascending colon, the caput coli and a 
number of inches of the small intestine, the measurement not 
having been reported to me. End-to-end anastomosis was 
effected by a Murphy button reinforced by sutures; the button 
was passed on the tenth day. Convalescence was smooth and 
the patient was discharged well on the twenty-first day. 

Case VII .—Carcinoma of the Sigmoid. Recovery. Mrs. 
S., age 30, entered the University Hospital February 3, 1905. 
About one year ago she began to feel weak, but nothing definite 
was noticed until an attack of severe pain in the right side 
occurred last spring, followed by a bloody mucous fluid which 
still continues to be discharged during evacuations of the bowel. 
Marked constipation developed, and the pain was now constant, 
extending down the left leg, but this had been absent until one 
week ago for three months. Examination of the abdomen re¬ 
vealed a tender mass in the left inguinal region unconnected 
with the uterus; it was irregular in contour and was slightly 
movable. The mass extended somewhat deeply into the pelvis. 
On February 20, 1905, I introduced my hand into the abdomen 
through an incision splitting the outer side of the left rectus, and 
found an inoperable malignant tumor of the descending colon 
inextricably fused with the adjacent parts. It was located too 
high for a colostomy, and it was desirable to avoid the discom¬ 
fort of such an operation, so it was decided to make a lateral 
anastomosis between the splenic flexure and sigmoid portion 
of the colon, which was effected with some difficulty by means 
of a Murphy button reinforced by interrupted celluloidin thread 
sutures. Prompt recovery ensued, the button was passed on the 
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twelfth day and she returned home March 21, with relief of 
all her symptoms. 

Cash VIII .—Carcinoma of the Sigmoid. Recovery. M. 
B., aged 55 years, entered the University Hospital September 
14, 1904, having noticed some constipation since the previous 
spring. Ten days ago he had the last satisfactory move¬ 
ment of the bowels and one slight movement three days later, 
but some time during the previous Sunday he began to vomit 
a hitter material rather frequently, but since entering the hos¬ 
pital emesis occurred but once; the abdomen was consid¬ 
erably distended. Dr. Darling in my absence explored by a 
median incision but was unable to locate the site of obstruction 
on account of the great distention of the intestine. Accordingly 
he punctured a loop of the large bowel giving vent to much 
flatus, the opening then being closed with silk sutures. This 
procedure permitted access to the obstruction in the upper por¬ 
tion of the sigmoid hut not enough for removal of the car¬ 
cinomatous mass, so a colostomy was done without any effort 
to make a spur. Convalescence having been thoroughly estab¬ 
lished, after temporary suturing of the colostomy opening to 
secure asepsis, an incision to the inner side of the left rectus was 
made on October 6, 1904, when I resected without any special 
difficulty the carcinomatous mass, employing a Murphy button 
to reunite the howcl. At one point the transverse colon was 
firmly attached to the bladder, probably where the bowel had 
been punctured at the first operation to get rid of the distention; 
a small opening resulted, which was closed with celluloidin thread 
sutures. Convalescence was prompt and satisfactory, the patient 
leaving the hospital November 9, 1904, with a small fecal fistula 
alone representing the large colostomy opening; this opening was 
subsequently (January 28, 1905) cauterized with the Paquelin 
cautery, after which the opening quickly closed. Owing to 
carelessness the button was not detected in the stools, but repeated 
X-ray examinations show that the button has been passed. 

This case illustrates several important points, viz., the 
occasional impossibility of primarily removing the cause of 
obstruction in the large bowel even when the condition of the 
patient permits of prolonged manipulation, because of the dis- 
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tention of the whole intestinal tract; the failure of puncture 
of the bowel to remove enough of the intestinal contents to 
be of service, while a colostomy will in time permit one to 
gain free access to an obstruction which originally seemed inac¬ 
cessible; and the invincible tendency of an artificial anus to 
close if no spur is formed as soon as all stricturing of the bowel 
is removed. 

This is the last case which I shall quote, although I could 
readily add to the list, but I think that single and double resec¬ 
tions, side-tracking, temporary drainage of the bowel and 
permanent intestinal fistula:, union by suture and by mechanical 
devices and omental grafts have all been illustrated, and that 
in principle the whole of the modern surgery of the large 
intestine has practically been covered by these cases. 

In conclusion, let me emphasize a few facts, some of which 
are well known but which seem to be forgotten by many prac¬ 
titioners, the first being that neoplasms of the large intestine 
give, rise for long periods to little beyond what is called con¬ 
stipation by patients, and attacks of cramping pains with some 
passing distention, and that this may be all that has been 
noticed when during operation, or at the post-mortem, the 
lumen of the bowel seems incapable of transmitting feces. 
Vomiting is a late or even absent symptom, but may suddenly 
supervene with all the symptoms of acute obstruction. If the 
diagnosis was made earlier than it usually is, resection with 
a real cure would be common, instead of these late and too 
often useless operations. We are too accustomed to disregard 
the possibilities of localized massive formations of tubercle 
with matting together of adjacent structures occasionally 
simulating malignant neoplasms, as seen in Case V; in a doubt¬ 
ful case tuberculin might settle this question, Again, the 
desirability of opening the intestine to produce sufficient col¬ 
lapse to enable the operator to deal radically with a stricture in 
the presence of acute obstruction is questionable unless by this 
device side-tracking by a lateral anastomosis be rendered pos¬ 
sible between a loop above and below the obstruction, other¬ 
wise colostomy or enterostomy is the only proper operation; 
moreover, a bowel incision may lead to dangerous adhesions, 
for instance to the bladder, as in Case VIII. Too often the 
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attempt is made to eradicate malignant disease by free resec¬ 
tion, when “ side-tracking ” would be equally efficient and 
productive of as much palliation as resection, with vastly less 
risk to life. Too much stress is laid by some upon the removal 
of the appendix and securing the opening into the bowel in 
all cases of perforation with pus formation. Although when 
this cannot be done death often follows, this result is more 
apt to be due to the precedent conditions, while occasionally 
a patient can be saved for a successful secondary operation 
by avoiding all primary radical measures, as in Case I. I can 
see no difference in the results between suturing and the Mur¬ 
phy button, provided care be taken in both instances to see 
that the portion of the large bowel uncovered by peritoneum 
has this membrane carefully drawn over the muscular coat 
by special sutures when the button is not used, or where this 
device is employed, by the over-and-over loop of the purse¬ 
string drawing both layers of the mesocolon together, as 
Murphy has so urgently directed, but which essential precau¬ 
tion is frequently neglected by other operators. The button 
usually takes less time to employ than suturing, although 
I rarely fail to pass reinforcing sutures, but for lateral anas¬ 
tomosis it is superior to suturing, while it can be successfully 
employed where sutures are out of court, /.<?., when one end or 
the ends of the bowel are bound down, thus preventing the 
free handling and ready access to all portions of the line of 
union so essential for securing suturing. 



